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Resurgence of Wild Poliovirus Type 1 Transmission and Consequences of 
Importation — 21 Countries, 2002-2005 


\fter the 1988 World Health Assembly resolution to eradi- 
cate poliomyelitis globally,” the number of polio-endemic 
countries decreased from 125 in 1988 to six’ (Afghanistan, 
Egypt, India, Niger, Nigeria, and Pakistan) in 2003 (/). How 
ever, during 2002-2005, a total of 21 previously polio-free 
countries» were affected by importations of wild poliovirus 
(WPV) type 1 from the six remaining countries (primarily 
Nigeria) where WPV was endemic; four countries (Indonesia, 
Somalia, Sudan, and Yemen) had outbreaks of > 100 polio cases 
(1,2).$ By the end of 2005, WPV transmission in all 21 coun- 
tries except Somalia had been interrupted or substantially cur- 
tailed. This report summarizes WPV importations into 
polio-free countries during 2002-2005 and the status of WPV 
transmission in these countries as of January 24, 2006, and 
describes actions that polio-free countries can take to improve 


importation preparedness. 


Origins and Timelines of Importations 
Comprehensive sequencing data enable tracing of the ori- 
gins and routes of virus importations. ** ¢ )f 21 prev iously polio- 


free countries with importations since 2002, a total of 11 
f 





countries in Africa detected WPV type 1 during 
September 2002—June 2004; the virus was imported directly 
from Nigeria into Benin, Botswana, Burkina Faso, Cameroon, 
and Chad and indirectly from Nigeria through neighboring 
countries to Central African Republic, Cote d'Ivoire, Ghana, 
Guinea, Mali, and Togo (Figure). The number of reported 
polio cases resulting from a single importation ranged from 
one in multiple countries to 44 in Chad"' (Table). 

In addition, WPV type 1 of Nigerian origin was transmit- 
ted into seven other countries after virus from the Chad out- 
break spread to Sudan in mid-2004. During November 
2004—July 2005, WPV from Sudan spread to Eritrea, Ethio- 
pia, Saudi Arabia, and Yemen; subsequently, WPV was 
imported into Indonesia from Saudi Arabia and into Somalia 
from Yemen. The number of polio cases ranged from one in 
Eritrea to large outbreaks in Yemen (478 cases), Indonesia 
(299), Somalia (154), and Sudan (146%) (4-6). 





in 48 cases from three importations in (Chad 


ndemic lineages of WPV type 3 accounted for two 
146 cases in Sudan; transmission of nonimported 
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ype | accounted for five other cases and WP\ 
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WPV type | originating from India has resulted in 15 polio 
cases in three countries since 2002. WPV type | was imported 
into Lebanon (one case in January 2003), Angola (10 cases 
during April-November 2005) (7), and Nepal (four cases 
during August—October 2005 from multiple importations) 


(Figure, Table). 


Consequences of WPV Importation 

Imported WPV did not result in sustained transmission in 
eight of the 21 countries, including four countries (Botswana, 
Eritrea, Lebanon, and Togo) with only one case and four coun- 
tries (Benin, Cameroon, Nepal, and Saudi Arabia) with eithe: 
polio cases not directly linked genetically or epidemiologi 
cally or with a duration of WPV transmission of <6 months. 
In the remaining 13 countries, imported WPV caused 
multiple-case outbreaks lasting >6 months. In eight (Burkina 


1 
) 


Faso, Central African Republic, Chad, Cote d'Ivoire, Ghana 

Guinea, Mali, and Sudan) of the 13 countries, transmission is 
| ,« ; , ' 

considered to have stopped, ’* with a median interval between 


the first and the last of 315 days (range: 184-743 days). 


The eight countries rout sustained WPV transmission 


dittered in other ways f1 the 13 countries with sustained 


to World Health Organization 


WHO)/UNICEF estimates for 2003, the eight countries had 


median vaccinatiol 


transmission. Accot 


3 doses of live, attenuated oral 
polio vaccine [OP\ ige 12 months) of 83% compared 
with a median co in the other 13 countries 
p = 0.001, Wilcoxon rank-sum test). The median propor 


,; ' 1 
tion of districts with reported coverage of at least 50 also 


diftered: 63% for the eight countries without sustained WP\ 


transmission and for the 13 countries with sustained 


transmission 


Timeliness of Detection and Response 


[he median interval from onset of paralysis in the 
1.1} \ ~ j 
to laboratory confirmation of WPV was 51 days (range: 2 


123 days) in the 21 countries with importations (Tabk 


median interval from laboratory confirmation to supplemen 
tary immunization activity (SIA)*** was 37 day 


range: 7 2 days). All countries conducted multiple SI 
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FIGURE. Wild poliovirus (WPV) cases in 2005 and WPV importation routes* during 2002-2005 — worldwide 
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* Routes (not all importation events) indicated by arrows 


As of February 1, 2006, Niger and Egypt were considered no longer endemic for WPV because neither country had indigenous transmission during the 


. preceding 12 months 


“Countries were considered to have reestablished transmission if WPV was detected for >1 year after importation. The majority of these countries have not 


experienced WPV type 1 transmission since July 2005 


rounds (mean: four rounds; range: two to 10 rounds) in re- 
sponse to WPV importations, some of which had already been 
planned because of the known high risk for importations. SIAs 


in west and central Africa and Sudan were synchronized among 
+e, 


as many as 22 countries. The median interval from onset of 


the first case to the first large-scale (i.e., >25% of children) 


vaccination response was 92 days (range: 60-202 days). 


Countries with Ongoing Transmission 


In six countries (i.e., 


five with sustained transmission 
(Angola, Ethiopia, Indonesia, Somalia, and Yemen] plus Nepal 
with repeated importations), transmission was detected dur- 
ing the most recent 6-month period. Nepal reported a case 
with onset on October 24, 2005, and ongoing transmission, 
although unlikely, cannot be excluded. The following are sum- 
maries of the status in the three countries with recent WPV 
transmission and large outbreaks. 

Yemen. Six years after its last clinically confirmed polio case 


in 1999 and 4 years after conducting its last national immuni- 


zation day (NID) in 2002, Yemen confirmed its first case of 


imported WPV infection (onset February 2005) in late April 
2005. Even before the first case in the outbreak was identi- 
fied, an NID round was conducted in mid-April 2005 in 
response to the threat of importation from Sudan. Six addi- 
tional NIDs were conducted during May—December 2005, 
with type | monovalent OPV (mOPV1""") used for three of 
the six rounds. A total of 478 polio cases have been reported 
from 21 of 22 governorates, with only five cases reported after 
the September NID; the most recent onset was November 17 
2005. 

Indonesia. Ten years after its last clinically confirmed polio 
case and 2.5 years after its most recent SIA, Indonesia con- 
firmed its first case of imported WPV infection (onset in March 
2005) in West Java Province in May 2005. By the time the 
first response SIA was conducted, targeting 6.4 million chil- 
dren aged <5 years in three provinces of the island of Java 


(25% of the national target population), 99 additional cases 





mOPV1 has greater immunogenicity for WPV type 1 per dose than trivalent 


OPV (9 
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TABLE. Summary information regarding importation of wild poliovirus (WPV) type 1 — 21 previously polio-free* countries, 


2002-2005t 





Onset 
date 
of most 
recent 
polio 
case 


Onset 
date 
of first 
polio 
case 


Closest 
WPV 
origin(s) by 


Country sequencing 


Duration 
(days)* 


Interval from 
confirmation 
to first 
large-scale 
vaccination 
response 
(days)" 


Interval 
from 
onset date 
of first case 
to date of 
confirmation 

cases (days) 


% of 
districts 
with 
>80% 
coverage 
during 
2003"** 


Estimated 
OPV3 
coverage 
during 
2003** 


No. of 
polio 





Burkina Faso 9/17/2002 
1/23/2003 
2/3/2003 
7/22/2003 
8/2/2003 
10/8/2003 


9/29/2004 
1/23/2003 
9/29/2003 
7/22/2003 
5/6/2005 
2/8/2005 


Nigeria 

India 

Burkina Faso 

Ghana 

Nigeria 

Central African 
Republic, Chad 
Nigeria 

Nigeria 


Lepdanon 


Ghana 


Cameroon 


Benir 11/4/2003 2004 
Central Africar 
Republic 


Céte 


12/16/2003 
12/17/2003 
2/8/2004 
5/15/2004 


2004 
2004 
2004 
2005 


Chad 
Burkina Faso 
Nigeria 


d ivoire 

Botswana 

Mal Burkina Faso 
Céte d'Ivoire 
Niger, Nigeria 


12 Céte d'Ivoire 


6/5/2004 
5/20/2004 
11/9/2004 
1/12/2005 
2/25/2005 
3/13/2005 


4/23/2005 
4 


2/6/2004 
6/17/2005 Chad 
12/17/2004 Sudan 
12/6/2005 Sudan 
11/17/2005 Sudan 
12/4/2005 Saudi Arabia 
4/23/2005 Sudan 
23/2005 11/13/2005 
7/12/2005 11/30/2005 
8/6/2005 10/24/2005 


India 
Yemen 
India 


743 
0 
238 


339 
184 
393 

0 
229 
265 
266 

0 
204 
141 

0 


21 47 
1 49 
8 24 
1 59 

48 66 


47 
18 
102 
33 
35 


83 
92 


43 
100 
80 48 
63 29 
48 9 


31 


77 


8 
20 





‘¢ 


sountries with no evidence of indigenous WPV transmission for >1 year 


' Data as of January 24, 2006; certain laboratory specimens were pending confirmation 


N ne ¢ 
Ethior 
>25 


1 Countries where of children were targeted 


ountries had multiple importations of different WPV lineages. Duration in these countries (Benin, Cameroon, Central African Republic, Chad 
ypia, Guinea, Mali, Nepal, and Saudi Arabia) reflects the longest transmission among individual lineages 


* World Health Organization (WHO)/UNICEF estimate of vaccination coverage with 3 doses of live, attenuated oral polio vaccine (OPV3) by age 12 months 


yn the basis of country reports and survey data 
t Ac 
urrogate 
Countries with recent WPV transmission (i.e 


had occurred; the outbreak had grown to 252 cases in seven 
provinces when the first of three full NIDs targeting 24 mil 
lion children was conducted in August 2005. To date, 299 
cases have been reported from 10 provinces on Java and 
Sumatra; 11 cases have been reported since the September 
NID campaign, with the most recent onset on December 4, 
2005 

Somalia. The first case of polio in Somalia in 2005, which 
resulted from importation of WPV from Yemen, had onset of 
paralysis in the capital city of Mogadishu in July 2005 and 
was confirmed in September 2005. Before this case occurred, 


last confirmed polio case in Somalia (WPV type 3) 


1 


tne 
occurred in October 2002. Because of the difficulties of imple- 
menting polio eradication strategies in Somalia, which has 


been affected by chronic conflict and security problems, OP\ 


reported by countries in the WHO/UNICEF Joint Reporting Form, using 3 doses of diphtheria and tetanus toxoids and pertussis vaccine (DTP3) as a 


any confirmed case with onset after July 1, 2005) 


SIA campaigns have been conducted in Somalia every year. 
Four NIDs (two using mOPV1) were conducted during 
February—July 2005 in response to the risk for WPV impor- 
tation from nearby countries. After the onset of polio cases in 
July, three additional NID rounds were conducted during 
August—November 2005. To date, 154 cases have been con- 
firmed, with the most recent onset on November 30, 2005; 
the cases have included 140 from Mogadishu, 11 from an 
adjacent district, one from a district west of Mogadishu, and 
two from a district in northwest Somalia near the Ethiopian 
border. 

Reported by: Polio Eradication Initiative; Global Polio Laborator) 
Network, World Health Organization, Geneva, Switzerland. Div of 
Viral and Rickettsial Diseases, 


Global Immunization Div, National Immunization Program, CD( 


National Center for Infectious Diseases; 
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Editorial Note: Strategies for achieving polio eradication 
include high routine vaccination coverage, high-quality SIAs, 
and acute flaccid paralysis (AFP) surveillance that meets WHO 
performance indicators. Cessation of SIAs in portions of north- 
ern Nigeria during 2003—2004 (2) and the ongoing deficien- 
cies in vaccinating children through routine services in many 
countries resulted in regional spread of WPV type 1 from 
Nigeria into previously polio-free countries, followed by 
intercontinental spread to the Middle East and Asia. Con- 
tinuing transmission in northern India similarly resulted in 
intercontinental spread of WPV type | to Lebanon and Angola 
and contiguous spread to Nepal. 

During 2005, WPV type 3 polio cases were limited to five 
countries (Afghanistan, India, Niger, Nigeria, and Pakistan). 
WPV type 3 typically is more geographically localized than 
WPV type | and is less commonly associated with importa- 
tion events or subsequent outbreaks. 

WPV type | importations and subsequent transmission has 
had a major impact (e.g., on finances and human resources) 
on the Global Polio Eradication Initiative. During 2005, a 
total of 1,000 polio cases (54% of the global total of 1,856) 
were reported from countries with outbreaks caused by 
importation, more than from the six remaining polio-endemic 
countries. Most outbreaks required multiple rounds of large- 
scale SIAs to control and stop transmission. Countries and 
international polio partners had to urgently secure additional 
financing and vaccine. Because of these efforts, transmission 
of WPV after importation has been halted or curtailed in all 
countries experiencing importations since 2002, except 
Somalia. 


The relative ease with which WPV type | originating from 


Nigeria spread through west and central Africa to the Horn of 


Africa, the Arabian Peninsula, and Indonesia, underscores the 
immunity gaps among children in the affected countries. In 
the 13 countries experiencing outbreaks after importation, 
routine immunization programs remained weak, and immu 
nity gaps at the subnational level enabled sustained transmis- 


sion of WPV. The majority of countries had discontinued 


large-scale SIAs soon after becoming polio-free because of 


funding limitations. Inability to achieve or maintain high rou- 
tine vaccination coverage in the absence of periodic NIDs made 
some countries with imported WPV vulnerable to reestab- 
lishment of WPV transmission within their borders. When 
periodic SIAs are conducted, planning and supervised imple- 
mentation to ensure campaign quality and effectiveness are 
critical. 

Delay in effective response vaccination contributes to 
extended duration of WPV transmission, which facilitates fur- 
ther global spread. Although surveillance systems detected and 


confirmed initial imported cases within the recommended 


60-day period in the majority of countries, response vaccina- 
tion often was not implemented within the recommended 28- 
day interval after WPV confirmation. Only six (30%) of 20 
countries met this target. 

WPV importations from polio-endemic countries into 
polio-free areas will continue to occur until endemic trans- 
mission is interrupted globally. The risk for importation is 
greatest for countries adjacent to polio-endemic countries; 


however, globalization and international migration pose a risk 


for reintroduction of WPV to all countries. Maintaining 


polio eradication strategies and preparedness can prevent WPV 
spread subsequent to importation. All polio-free countries are 
advised to maintain sensitive, efficient AFP surveillance sys- 
tems in all areas to detect importations rapidly and to main- 
tain sufficient levels of immunity against polioviruses through 
routine immunization programs or, where necessary, SIAs. 
Countries should prepare and maintain plans for timely, large- 
scale, high-quality response SIAs in case importation occurs. 

WHO's Advisory Committee on Polio Eradication recom- 
mends that any polio-free country that detects imported WPV 
take the following measures immediately: 1) obtain a risk 
assessment from an international expert group and prepare a 
large-scale vaccination response plan within 72 hours of case 
confirmation; 2) conduct at least three large-scale, house-to- 
house immunization campaigns using type-specific mOPV, 


initiating the first round within 28 days of case confirma- 


tion®»»; 3) target a large number (e.g., at least 2—5 million) of 
children aged <5 years in the affected and adjacent geographic 
areas; and 4) initiate independent SIA monitoring to ensure 
adequate coverage, with rounds repeated in areas with <90% 
vaccination coverage (/0). Adherence to these recommenda- 
tions and timelines, in combination with enhanced surveil- 
lance and investigation, can minimize the impact of WPV 
importation and facilitate global eradication of polio. Despite 
substantial progress toward polio eradication during 2002 
2005, the potential for WPV importation and transmission 
underscores the importance of sustained political and finan- 
cial support to avoid resurgence of polio worldwide. 
References 
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Assessing Capacity for Surveillance, 
Prevention, and Control of West 
Nile Virus Infection — United States, 
1999 and 2004 
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FIGURE 1. West Nile virus surveillance capacity* in state and city/county' health departments, by selected indicators — 
United States, 2004 
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FIGURE 2. Number of state health departments reporting 
access to specialists for West Nile virus surveillance, by type 
of specialist — United States, 1999 and 2004 


OA 


Number 


program to report of a probable or confirmed case by the pro- 
gram to CDC was 16.5 days (range: 2—45 days). All six city/ 
county programs and 46 (98%) of 47 states indicated that 
ELC funding for WNV surveillance also had enhanced sur- 


veillance for other mosquito-borne diseases. 


City/County Surveillance Activities 
Survey findings also demonstrated that WNV surveillance, 
prevention, and control programs in the six city/county health 


departments generally were well-developed, with features 
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including outreach to specialists, reporting of equine neuro- 
logic disease, tracking of dead-bird sightings, collection of 
mosquito-infection rates, reporting of intervals from collec- 
tion of human specimens to laboratory confirmation to sur- 
veillance program (median: 5.5 days), and testing for human 
infection (Figure 1). However, emphasis on different compo 
nents of WNV surveillance, prevention, and control programs 
varied between state health departments and city/county 
health departments because of differences in roles and respon- 
sibilities. For example, mosquito control was primarily con- 
ducted by local agencies and contractors; local health 


j ) 
departments more frequently conducted larval (100% versus 


30%) and adult (100% versus 48%) mosquito surveillance 
than state health departments. Local health departments also 
frequently notification of 


provided public 


adulticiding’ activities (83% versus 27 


Laboratory Testing 


CDC guidelines recommend Biosatety Level 3 (BSL-3 prac- 
tices, containment equipment, and facilities for all manipula 


tions of WN\ 


nimMat 


3 for experimental 


O/, ot 47 


cultures and animal BSI 


ind vector studies (/). Forty-one (8 state 
respondents reported that their public health laboratories had 
17%) of 47 


capability for animal testing. All responding states (47 of 4 


BSL-3 capability in 2004; eight reported BSL-3 


that provided laboratory testing data performed serologic test 


ing for case confirmation by using enzyme-linked 


immunosorbent assay (ELISA) for WNV-specific IgM on 
7) performed WN\ 


tests ON MOsquito spec! 


human specimens, and 79% (37 of 4 


specific polymerase chain reaction 


mens (Table). Plaque-reduction neutralization testing (PRN1 


1 confirmatory assay, was performed Dy a minority State 


| 
laboratories on specimens from human 


equine (six of 47 {13° avian (three of or other 


animal species (three of 47 [6%]). Overall, 14 (2 of 49 





states reported that their laboratory used PRNT. This assay 
was used to confirm all positive ELISA results by seven (50%) 
of the 14 states; PRNT was used more selectively by the other 
seven states for reasons not ascertained by the survey. Twenty- 
three (64%) of 36 states not performing PRNT reported that 


confirmatory testing was performed at CDC. 


Prevention Activities 

All or nearly all state programs delivered WNV prevention 
messages concerning use of DEET (N, N-diethyl-m- 
49 [100% 


toluamide) (49 of residential mosquito control 


(47 of 49 [96%]), and other personal protective measures 
(49 of 49 [100%]), whereas notification of adulticiding 
13 of ot 


\dulticiding activities commonly are conducted by local agen- 


activities was delivered by 27% 


+9) states. 
cies and contractors rather than by state health agencies. States 
used various methods to provide WNYV prevention informa- 
tion in 2004, including posting information on agency 
98% of 


and distributing informational brochures (44 of 49 


websites (48 of 49 issuing press releases (47 +9 


96%)), 
90%]). Less commonly used methods included door-to-door 
outreach in selected locations (11 of 49 [22%]) and partici- 
pation in community clean-ups (four of 49 [8%]). All six city 
county health agencies promoted WNYV prevention in 2004 
by using press releases; active distribution of informational 
brochures; town, community, or neighborhood meetings; and 
posting information on agency websites. 
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TABLE. Number and percentage of West Nile virus assays conducted by state public health laboratories,* by assay and vector type — 


United States, 2004 





Assay type 





IgG ELISA 
No. (%) 


IgM ELISA’ 
Vector type 


PRNT? 
(%) 


No 


Culture 
No. (%) 


VecTest** 





No. (%) 


human 4 0 


No. (%) 
9 (19) - 
9 (19) 
6 (13) 
2 (4) 
11. (23) 





' Enzyme-linked immunosorbent assay 
Plaque-reduction neutralization test 

‘| Polymerase chain reaction test 

* Antigen-capture assay to detect West Nile 
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Editorial Note: The findings of the CSTE survey demon 

strate that the capacity of WNV surveillance systems, techni 

cal expertise, laboratory capacity, and prevention programs 
have developed substantially since 1999. This progress can be 
attributed primarily to congressionally appropriated funds and 
technical guidance from CDC. The capacities that state and 
local health departments chose to emphasize or develop were 
based on the needs of their particular jurisdictions; however, 
establishment of this national program has enhanced viral labo 

ratory capacity, veterinary disease surveillance capacity, and 
surveillance for vector-borne diseases other than WNYV dis 

ease. For example, in 2004, states indicated improved access 
to medical entomologists and wildlife biologists compared with 
1999. In addition, more state health departments currently 
have a designated state public health veterinarian. Finally, 
nearly all responding states had enhanced their capacity to 
conduct surveillance for other mosquito-borne diseases. 

[he findings in this report are subject to at least one limita 
tion. Because the six city/county health departments included 
in this survey are agencies that receive supplemental funding 
from CDC for WNV surveillance, prevention, and control, 
the extent to which these city/county health departments are 
representative of other city/county health departments is 
unclear. 

These findings illustrate the presence of well-developed 
WNYV surveillance and control programs for human, avian, 
equine, or mosquito populations within state and local health 
departments. Because a universally applicable arbovirus su 
veillance system does not exist, surveillance systems within 
any given jurisdiction should be tailored according to the prob 
ability of arbovirus activity and available resources (/ 
Appropriate and timely response to surveillance data enables 
prevention of human and animal disease associated with WN\ 
and other arboviruses. Response activities must include effec 
tive mosquito control and public education without delay if 
an increasing intensity of virus activity is detected by bird- o1 
mosquito-based surveillance systems. WNYV surveillance data 
collected in bird and mosquito populations help health 
officials predict and prevent human and domestic animal 
infections (/ 

Work by CDC and states to address newly emerging and 
reemerging infectious diseases (9, /0) resulted in establishment 
of ArboNET within a national program to meet the emet 
gence of WNV (/). On the basis of the findings described in 
this report, CSTE has recommended that WNV surveillance 


ind control activities continue, but that the surveillance 


infrastructure be exp: d to include other vector-borne and 


irboviral diseases. 
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Enterovirus Surveillance — 
United States, 2002-2004 


Enteroviruses are common viruses associated with diverse 
clinical syndromes, ranging from minor febrile illness to severe, 
potentially fatal conditions (e.g., aseptic meningitis, encepha 
litis, paralysis, myocarditis, and neonatal enteroviral sepsis) 

/,2). A total of 68 enterovirus serotypes are recognized, 
including 65 nonpolio enteroviruses (/,2). Individual sero- 
types have different temporal patterns of circulation and can 
be associated with different clinical manifestations (2,3). This 
report describes trends in reported enterovirus infections in 
the United States during 2002-2004, including widespread 


9 and echovirus 30, 


circulation of two serotypes, echovirus 
commonly associated with aseptic meningitis outbreaks. Moni 
toring circulating enteroviruses helped identify these two 
serotypes as primary causes of aseptic meningitis outbreaks in 


2003 (4). Increased state laboratory participation and timely 
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reporting by all laboratories to CDC would further increase 
the public health utility of enterovirus surveillance. 

Other than paralytic poliomyelitis, diseases associated with 
enterovirus infections are not nationally notifiable in the 
United States. To help public health officials recognize and 
control outbreaks of enteroviral disease, the National Enterovi 
rus Surveillance System (NESS) monitors temporal and geo 
graphic trends in circulating enteroviruses in the United States. 
Enterovirus detections, characterized by serotype, specimen 
type, collection date, and basic demographic information, are 
reported monthly to CDC by participating laboratories. NESS 
s a voluntary, passive surveillance system, and the number of 
participating state laboratories varies from year to year. 

During 2002—2004, a total of 24 laboratories, including 22 
public health laboratories, one private laboratory, and the CD¢ 
Enterovirus Laboratory, reported 4,123 enterovirus detections 
in 46 states and Puerto Rico (Figure). Twenty-one states 
reported results directly from state public health laboratories, 
whereas 25 states and Puerto Rico reported results indirectly, 
either through the private laboratory or the CDC Enterovirus 
Laboratory. Four states and the District of Columbia did not 
report any enterovirus detections to NESS. Seven laborato 
ries, an increase from three during 2000-2001, used genomic 
sequencing for enterovirus typing; 17 laboratories used tradi 
tional antigenic methods of serotype detection (neutralization 
Enterovirus serotype 


was identified in 3,630 (88% reports and was unknown for 


reaction OF immunofluorescence asSay 


194 (12% reports | Table 1) 


Che two predominant enteroviruses, echoviruses 9 and 30 


; 
accounted for more than half of all enterovirus detections in 
the United States during 2002-2004 (Table 2). Echovirus 9 


accounted for 21.5%, 41.0%, and 18.9% of detections with 


FIGURE. Reporting of enterovirus detections to the National 
Enterovirus Surveillance System, by state/territory — United 
States, 2002-2004 














known serotypes during 2002, 2003, and 2004, respectively. 
Echovirus 30 was uncommon in 2002 (3.3%) but accounted 
for 32.4% of reports with known serotypes in 2003 and 40.3% 
in 2004. Echovirus 7 was the most common enterovirus in 
2002 (22.5% of reports with known serotypes) but rarely was 
reported in 2003 and 2004. Coxsackievirus B1 was the third 
most commonly reported enterovirus in 2002 and 2003 
(10.8% and 4.6%, respectively), and coxsackievirus A9 was 
the third most common serotype (6.9%) in 2004. Other 
nonpolio enteroviruses were reported infrequently, and no 
polioviruses were reported (Table 2). During 2002-2004, 
echovirus 9 was detected in 41 states and Puerto Rico, echovi- 
rus 30 in 38 states and Puerto Rico, and echovirus 7 in 24 
states. Three states (Georgia, Illinois, and New York) accounted 
for 528 (47.8%) of the echovirus 9 detections. The majority 
(536 [50.7%}]) of echovirus 30 detections were from Arizona, 
Florida, and Texas, and more than half of echovirus 7 detec- 
tions (98 [54.0%]) were from Minnesota and Texas. 
Cerebrospinal fluid was the most common source for 
enterovirus detection (2,483 [63.1%] of 3,932 reports with 
known specimen type), followed by respiratory specimens (562 
14.3%]) and stool or rectal-swab specimens (517 [13.1%]). 


he age of source patients ranged from <1 month to 95 years 


median: 7 years). Children aged year accounted for 953 


27.4%) of 3,481 enterovirus detections for which age of 
source patient was known. Consistent with the established 
summer-fall seasonality of enterovirus circulation (2,3), the 
majority of enterovirus detections (2,983 |72.5%| of 4,115 
records for which month of specimen collection was known) 
were reported during June—October of 2002, 2003, and 2004. 
Reported by: Szate 1 yey laborat lirectors. Diagnostic Virology 

| iated | gional and l ) thologist Laboratories, Salt 
l ake City, Utah. N K Vionte, MPH, 1 


MPH, S Oberste, PhD Pallansch, Ph amp, Div of Viral and 


Stockimaii 


nm . . , as. , 
MICRETISLa D CASE Valiona j l {10US SCS I Valek 


UD. EIS Officer, CD¢ 


Editorial Note: Monitoring circulating enteroviruses is 


important because individual serotypes have different tempo- 
ral patterns of circulation and the changes in predominant 
serotypes can be accompanied by large-scale outbreaks of 
enteroviral illnesses (3). Serotype-based enterovirus surveil 

lance in the United States has five objectives. First, NESS data 
help public health practitioners determine long-term patterns 
of circulation for individual enteroviruses (3). Second, the data 
are used for interpreting trends in enteroviral diseases, such as 
aseptic meningitis, by associating them with circulating sero- 
types (5) and can be helpful for studying the association of 
enteroviruses with clinical manifestations (e.g., chronic dis- 
eases such as diabetes) (2). Third, the data are used to guide 


outbreak investigations by enabling linkage of disease clusters; 








Vol. 55 / No. 6 MMWR 





TABLE 1. Number and percentage of enterovirus-detection reports, by serotype 
identification status and year — National Enterovirus Surveillance System, United 
States, 2002-2004 








2002 2003 2004 Total __ 
Serotype status No. (%) No (%) (° 9 





Total 


TABLE 2. Distribution of the 15 most commonly reported nonpolio enterovirus serotypes, by rank and year — National Enterovirus 
Surveillance System, United States, 2002-2004 








2002 2003 2004 2002-2004 
_(n=710) _ (n=1,811) (n=1,109) (n = 3,630) 


a ne eee 


Serotype 


Serotype Serotype > Serotype 





Total (top 15) 
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lhe findings in this report are subject to at least two limita 
tions. First, enteroviruses that commonly infect younger 
patients Ol that are associated with more severe illnesses might 
be overrepresented in NESS because clinical specimens from 
young children and more severely ill patients are submitted 
for testing more frequently. Second, because of the voluntary 
and passive nature of reporting to NESS, the decreasing num 
ber of participating laboratories (from 27 during 2000-2001 
to 24 during 2002-2004), the small numbers of reports from 
certain states, and the absence of reports from others, these 
results might not be representative of enterovirus circulation 
in the entire United States 
[he geographic representation of the states reporting 
enterovirus detections increased from 44 states during 2000 
2001 to 46 states and Puerto Rico during 2002-2004 (Figure 
his trend toward increased geographic representation beg 
2000, when the CDC Enterovirus Laboratory and a pri 
vate laboratory, both of which receive specimens from mul 
ple states, began reporting directly to NESS. Future 


| = ‘ 1 
enterovirus surveillance would benefit from increased labora 


| 1 1 
ry participation, especially by State public health laborato 


t 
| 
I 


leightened awareness of the importance of enterovirus 


1] | | 1c 
veillance and knowledge about the deficiency in reporting 


ht increase reporting by state laboratories 
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Update: Influenza Activity — 
United States, January 29- 
February 4, 2006 


During January 29—February 4, 2006,* the number of states 
reporting widespread influenza activity’ increased to nine. 
[wenty-one states reported regional activity, 13 reported 


local activity, and six reported sporadic activity (Figure 1). 





FIGURE 1. Estimated influenza activity levels reported by state 
epidemiologists, by state and level of activity* — United States, 
January 29-February 4, 2006 














“Levels of activity are 1) widesprea itbreaks of influenza or increases 
n influenza-like iliness (ILI) case nd recent laboratory-confirmed influ- 
enza in at least half the regions 1 State; 2) regional: outbreaks of influ 
enza or increases in IL! cases an >( it laboratory-confirmed influenza 
n at least two but less than hi > regior )f a state: 3) Jocal: outbreaks 

ntiuenza or increases in } recent laboratory-confirmed 
nfluenza in a single region of a state; ¢ oradic: small numbers of lab« 
ratory-confirmed influenza cases 


é nfluenza outbreak reported 
but no increase in cases of ILI; and 5 
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Che percentage of specimens testing positive for influenza 
increased in the United States overall. During weeks 3—5, the 
largest number of isolates were reported from the Mountain 
and West South Central regions; the percentage of specimens 
testing positive for influenza ranged from 20.5% in the West 
South Central region to 3.7% in the East South Central region. 


The percentage of outpatient visits for influenza-like illness 


- . ° 
(ILI)* decreased during the week ending February 4 but 


remained above the national baseline.** The percentage of 
deaths attributed to pneumonia and influenza (P&I) was 


below the epidemic threshold for the week ending February 4. 


Laboratory Surveillance 

During January 29—February 4, World Health Organiza- 
tion (WHO) collaborating laboratories and National Respi- 
ratory and Enteric Virus Surveillance System (NREVSS) 
laboratories in the United States reported testing 2,401 speci- 
mens for influenza viruses, of which 333 (13.9%) were posi- 
tive. Of these, 96 were influenza A (H3N2) viruses, two were 
influenza A (H1N1) viruses, 211 were influenza A viruses that 
were not subtyped, and 24 were influenza B viruses. 

Since October 2, 2005, WHO and NREVSS laboratories 
have tested 61,861 specimens for influenza viruses, of which 
4,466 (7.2%) were positive. Of these, 4,312 (96.6%) were 
influenza A viruses, and 154 (3.4%) were influenza B viruses. 
Of the 4,312 influenza A viruses, 2,069 (48.0%) have been 
subtyped; 2,048 (99.0%) were influenza A (H3N2) viruses, 
and 21 (1.0%) were influenza A (H1N1) viruses. 


P&I Mortality and ILI Surveillance 

During the week ending February 4, P&I accounted for 
7.4% of all deaths reported through the 122 Cities Mortality 
Reporting System. This percentage is below the epidemic 
threshold" of 8.2% (Figure 2). 

Che percentage of patient visits for ILI was 2.3%, which is 
above the national baseline of 2.2% (Figure 3). The percentage 
of patient visits for ILI ranged from 1.4% in the West North 


Central region to 4.6% in the West South Central region. 





emperature of >100.0°! 57 1 cough and/or sore throat it 


: : 
1e national baseline was calculated as the mean percentage of visits for ILI 


. ' : : : ae 
ing nonintluenza weeks for the preceding three s s, plus two standard 


Noninfluen 


¢ positive for influenz 


10 of laboratory 
14 | 
n regional data preclude 
na 
nappropriat 
] I 1 J | 
easonal baseline proportion of P&I deaths re 
s Mortality Reporting System d 
1 which a periodic regression n 
is from P&I that occurt 


1.645 standard deviati 


FIGURE 2. Percentage of deaths attributed to pneumonia and 
influenza (P&I) reported by the 122 Cities Mortality Reporting 
System, by week and year — United States, 2002-2006 


*The epidemic threshold is 1.645 standard deviations above the seasonal 

, baseline. 

‘ The seasonal baseline is projected using a robust regression procedure 
that applies a periodic regression model to the observed percentage of 
deaths from P&I during the preceding 5 years 


FIGURE 3. Percentage of visits for influenza-like illness (ILI) 
reported by the Sentinel Provider Surveillance Network, by week — 
United States, 2003-04, 2004—05, and 2005-06 influenza seasons 


Wee 


* The national baseline was calculated as the mean percentage of visits for 
IL! during noninfluenza weeks for the preceding three seasons, plus two 
standard deviations. Noninfluenza weeks are those in which <10% of labo- 
ratory specimens are positive for influenza. Wide variability in regional 
data precludes calculating region-specific baselines; therefore, applying 
the national baseline to regional data is inappropriate 


Pediatric Deaths and Hospitalizations 
During October 2, 2005—February 4, 2006, CDC received 
reports of 14 influenza-associated deaths in U.S. residents aged 
<18 years. Twelve of the deaths occurred during the current 
influenza season, and two occurred during the 2004-05 
influenza season. 
During October 1, 2005—January 21, 2006, the prelimi- 


nary laboratory-confirmed influenza-associated hospitalization 
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rate reported by the Emerging Infections Program®® for chil- 
dren aged 0-17 years was 0.24 per 10,000. For children aged 
0—4 years and 5—17 years, the rate was 0.66 per 10,000 and 
0.04 per 10,000, respectively. During October 30, 2005 
January 21, 2006, the preliminary laboratory-confirmed 
influenza-associated hospitalization rate for children aged 
0-4 years in the New Vaccine Surveillance Network"! was 


0.21 per 10,000. 


Human Avian Influenza A (H5N1) 


No human avian influenza A (H5N1) virus infection has 
ever been identified in the United States. From December 2003 
through February 13, 2006, a total of 169 laboratory 
confirmed human avian influenza A (H5N1) infections were 
reported to WHO from Cambodia, China, Indonesia, Iraq, 
Thailand, Turkey, and Vietnam.*** Of these, 91 (54%) were 
fatal (Table). This represents an increase of two cases and one 
death in China and two cases and two deaths in Indonesia 
since February 6, 2006. The majority of infections appear to 
have been acquired from direct contact with infected poultry. 
No evidence of sustained human-to-human transmission of 
H5N1 has been detected, although rare instances of human 


to-human transmission likely have occurred (/) 





Reference 
1. Ungchusak K, Auewarakul P, Dowell SF, et al. Probable person-to-per 
. N Engl J Med 


son transmission of avian influenza A (H5N1 


2005;352:333-—40. 


Notice to Readers 


Draft of Applied Epidemiology 
Competencies 


In October 2004, CDC and the Council of State and Terri- 
torial Epidemiologists (CSTE) convened a panel to define com- 
petencies for applied epidemiology for local, state, and federal 
government public health epidemiologists. This panel includes 
representatives from state and local health agencies, academia, 
private industry, and CDC. The complete draft of defined 
competencies for all levels of practicing epidemiologists is now 
available for review and comment at http://www.cste.org 
assessment/competencies/indexnew.asp. 

Practicing epidemiologists and those employing applied 
epidemiologists can also submit questions and comments to 
CSTE by e-mail (competencies@cste.org) through March 17, 
2006. After the review period, the panel will consider all 
information received and revise the competencies for 


publication. 


Errata: Vol. 54, No. RR-16 


In the MMV R Recomm« ndations and Re ports, “A ( ompre- 


hensive Immunization Strategy to Eliminate Transmission of 
Hepatitis B Virus Infection in the United States: Recommen- 
dations of the Advisory Committee on Immunization Prac- 
tices (ACIP), Part 1: Immunization of Infants, Children, and 
\dolescents,” the following errors occurred: 

On page 8, the last two footnotes in Table 2 should read, 
“§$Dialysis formulation administered on a 3-dose schedule at 
0, 1, and 6 months. *** Two 1.0-mL doses administered at 


one site, on a 4-dose schedule at 0, 


TABLE. Number of laboratory-confirmed human cases and deaths from avian influenza A 1, 2, and 6 months.” 


(H5N1) infection reported to the World Health Organization, by country — worldwide, 2003- 


2006* 


On pages 27-28, in the section 





Year of onset 


titled, “Hepatitis B Immune Globu- 


lin (HBIG) Dose and Administra- 





2003 2004 2005 


Total 


tion,” the second sentence of the 





No. of No. of No. of No. of 
cases Deaths 


Country cases Deaths cases Deaths cases Deaths 


No. of 


third bullet should read, “For neo- 
cases Deaths 





Cambodia 0 4 é 0 
hina 0 0 0 8 5 4 
naonesia ( ) 0 ( 17 8 

Iraq 

Thailand 

T irkey 


Vietnan 


Total 


nates (aged <1 month) and infants 
(aged 1-12 months), HBIG should 


be administered intramuscularly in 


4 4 
12 8 
25 18 

1 1 
22 14 
12 4 
93 42 


the anterolateral thigh using a 22 


25-gauge needle. The appropriate 
needle length is usually 5/8" for 
91 neonates and 7/8"—1" for infants.” 





“As of February 13 
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On page 29, second column, the second sentence of the 


second bullet should read, “Administration of three doses on 


an appropriate schedule (Table 5), followed by anti-HBs test- 


ing 1-2 months after the third dose, is usually more practical 


than serologic testing after one or more doses of vaccine.’ 


\lso on page 29, second column, third bullet, the first sub- 
bullet should read, “ f the HBsAg test result is positive, the 
persons should receive appropriate management, and any 
household, sexual, or needle-sharing contacts should be iden 


tified and vaccinated (see Appendix A).” 





QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Age-Adjusted Death Rates* for Parkinson Disease — 
United States, 1973-20031 


* Per 100,000 standard U.S. population 

‘Coded in accordance with the /nternational C 
Revision, Adapted, during 1973-1978 and the 
The Tenth Revision (codes G20-G21) is now in effect 


Annual U.S. death rates for Parkinson disease increased during 1973-2003. Parkinson disease became 
the 14th leading cause of death in the United States in 2003. This increase might be attributable to 
multiple factors, including an aging population, greater awareness of the disease, and improved 
identification of cases. 


SOURCE: Hoyert DL, Heron M, Murphy SL, Kung HC. Health E-Stats. Deaths: final data for 2003 
Hyattsville, MD: US Department of Health and Human Services, CDC; 2006. Available at http://www 
cdc.gov/nchs/products/pubs/pubd/hestats/finaldeaths03/finaldeathsO3.htm. 




















160 MMWR February 17, 2006 





TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, week 
ending February 11, 2006 (6th Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 


Disease week 2006 average’ 2005 2004 2003 2002 2001 _States reporting cases during current week (No.) 
Antica 2 23 








28 39 
69 7 
19 

136 


1), MD (1), WY (1), UT (1), CA (3) 


MD (1), ID (1) 





Jmulative year-to-date counts 


are provisional, whereas data for 2001, 2002, and 2003 are finalized 
rrent week, the two weeks preceding the current week, and the two weeks fc lowing the current week, for a total of 5 
at Nttp://www.cdc.gov/epo/dphsi/phs/files Syearweeklyaverage.pdf 


-d weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious 


serotypes) are available in Table |! 
the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. implementation of HIV reporting influences the 
lata for HIV/AIDS are available in Table IV quarterly 
‘ f Viral and Rickettsial Diseases, National Center for Infectious Diseases 
October 2, 2005 (week 40), only 12 occurred during the current 2005-06 season 
rted for the current week 


all Serogroups and unknown serogroups) are available in Table Il 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending February 11, 2006, and February 12, 2005 (6th Week)* 





Chlamydia Coccidioidomycosis Cryptosporidiosis 
Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 
United States 10,053 18,417 20,433 76,491 105,134 1€ 81 728 58 588 F 








§ ) 7 853 220 


New England 


Mid. Atlantic 


n a Y . 
VeW K (UL 


E.N. Central 


lia 


W.N. Central 


Kar 


S. Atlantic 


E.S. Central 


Ke 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 11, 2006, and February 12, 2005 
(6th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 








United States 


New England 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 11, 2006, and February 12, 2005 


(6th Week)* 





Hepatitis (viral, acute), by type 





A B 


Legionellosis 





Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 


Cum Current Previous 52 weeks Cum 





United States 19 78 187 2¢ 429 } 1 142 
New England 


Mid. Atlantic 


VEW JE 


E.N. Central 


W.N. Central 


E.S. Central 


Ke 


W.S. Central 


Mountain 


Pacific 


A 


2005 week Med Max 2006 
671 11 27 171 101 


3 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 11, 2006, and February 12, 2005 


(6th Week)* 





Lyme disease 





Current Previous 52 weeks Cum 


Malaria 





Cum Current 


Previous 52 weeks Cum Cum 


Max 2006 2005 





Reporting area week Med Max 2006 
United States ) 1.31€ 38 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


) 6 


2005 week Med 


46 i( 136 


1 3 


4 





and 2006 


nulative year-to-date counts 


nal Electronic Disease Surveillance System (NEDSS) 


Med: Median Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 11, 2006, and February 12, 2005 
(6th Week)* 





Meningococcal disease, invasive 





All serogroups Serogroup unknown Pertussis 
Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum 


Reporting area week Med Max _ 2006 2005 week Med Max 2006 2005 week Med Max 2006 
United States 11 20 50 109 156 7 13 42 ‘ 82 34 . 








4 426 59€ 1,021 
New England ) 
Conne , 


j 


E.S. Central 


AlaDa 


Kentuck 


W.S. Central 


xa 


Mountain 





Commonwealth of Northern Mariana Islands 
4 No reported cases N: Not notifiable 
* Incidence data for reporting years 2005 and 2006 are provisional 
>. nt 


ains data reported through the National Electronic Disease Surve 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 11, 2006, and February 12, 2005 
(6th Week)* 





Rabies, animal Rocky Mountain spotted fever Salmonellosis 





Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum 
Reporting area week Med Max _ 2006 2005 week Med 2006 2005 week Med Max 2006 
United States 1 1 1€ ) 644 4 3 98 157 52 205 858 1.449 2.342 


New England f 1 3 3€ € 5 t 7€ 106 


95 5 





I ( 1 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


@ 


w— 


+> 


AD «6 «= = ot 


o— 


Pacific 





alth of Northern Mariana Islands 
t No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
Jata for reporting years 2005 and 2006 are provisional 


data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 11, 2006, and February 12, 2005 
(6th Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 

Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Cum 

Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States é 48 15§ ¢ 139 f | { ? + OOF ¢ , 154 vr ay 








New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 11, 2006, and February 12, 2005 
(6th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary & secondary Varicella (chickenpox) 
Current Previous 52 weeks Cum Cum Current Previous 52 weeks Cum Current Previous 52 weeks Cum 
Reporting area week Med Max _ 2006 2005 week Med Max 2006 week Max 06 
United States 4 ; , 31 31 17 16£ 212 660 776 5¢ 1,778 








New Engiand 1 1 3 4 : 20 2 8 3 1,128 

nections 0 
20 
86 


110 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





Mariana Isl 


otifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
lata tor reporting sars 2005 and 2006 are provisional 


jata reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 11, 2006, and February 12, 2005 


(6th Week)* 





West Nile virus disease’ 





Neuroinvasive 





Cum 
2006 


Current Previous 52 weeks 
Reporting area week Med Max 


Cum 
2005 


Non-neuroinvasive 





Current 
week 


Previous 52 weeks 


Cum 
2005 


Cum 


Med 2006 





United States 1 153 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 


Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate 
New 


Penr 


York City 


syivania 


E.N. Central 
Ilin 

Indiané 
Michigar 
Ohi 

Wiscor 

W.N. Central 
iowa 

Kansas 
Minnesota 

N SVU 
Nebraska 
North Dakota 
Ss 


ith Dakota 


S. Atlantic 


Velaware 


West V é 
E.S. Central 
Alabama 
Kentucky 
Mississior 

vi Pk 
Tennessee 


W.S. Central 
Arkansa 


siana 


L 
O 


Kianoma 


Mountain 


> 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable 
* Incidence data for reporting years 2005 and 2006 are provisional 


Updated 


C 


uly 


Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Cumulative year-to-date counts 


Med: Median Max: Maximum 


weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNei Surveillance) 
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TABLE Ill. Deaths in 122 U.S. cities.* week ending February 11, 2006 (6th Week) 
All causes, by age (years) All causes, by age (years) 
All P&l' 
Reporting Area Ages >65 45-64 | 25-44 1-24 <1 | Total Reporting Area >65 45-64 | 25-44 | 1-24 <1 
New England ) 41 ) 39 ¢ 14 4 S. Atlantic 1,330 4 315 109 32 25 
t MA 134 j 1 1 Atlanta, GA 7 < 13 
saltimore, MD . 5 1 
NC 
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|| be available in 4 to 6 weeks 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals February 11, 2006, with historical data 
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